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Fig. 2. The distal anastomosis i performed after the 
conduit is trimmed to appropriate l ngth. 
adds time and trauma to the procedure, and the 
polytetrafluoroethylene prosthesis might increase the 
risk of thrombosis, especially in a low-pressure vessel. 
Read and coworkers" reported on three patients in 
whom polytetrafluoroethylene has been used with no 
complications. Our two patients receiving the pericar- 
dial conduit had an uneventful recovery, and the pa- 
tency of the PA was confirmed 6 months after the 
operation by computed tomography. Read and associ- 
ates » did not specify their anticoagulation schedule; in 
our patients we discontinued anticoagulation on dis- 
charge from the hospital (seventh and twelfth postop- 
erative days) with no problems. We conclude that in the 
rare case in which the PA must be replaced by a 
prosthesis, a conduit of autologous pericardium is an 
advantageous solution. 
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ENOXIMONE IN INTERNAL MAMMARY ARTERY HYPOPERFUSION 
Mohammad Bashar Izzat, FRCS, a Steve Bolsin, FRCA, b Alan J. Bryan, FRCS, c and Gianni D. Angelini, FRCS, 
Bristol, United Kingdom 
Internal mammary artery (IMA) spasm is a recognized 
cause of left ventricular dysfunction in the early postop- 
erative period and is associated with increased morbidity 
and mortality. 1'2 Approaches that have been advocated 
for the management of severe IMA spasm include imme- 
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diate reoperation with topical application or intraluminal 
injection of a vasodilator or the performance of an 
additional vein graft to the coronary artery involved. We 
recently reported a study comparing the effect of four 
systemic vasodilators on IMA flow and showed that 
enoximone, a phosphodiesterase-III inhibitor, produced a
100% increase in IMA flow, significantly greater than that 
produced by sodium nitroprusside, dobutamine, or glyc- 
eryl trinitrate. 3 
Recently, a 45-year-old man was admitted to our hos- 
pital for coronary artery bypass grafting. Coronary angiog- 
raphy had shown normal left ventricular function and a 
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Fig, 1, Transesophageal echocardiographic transgastric view of the left ventricle at end-systole. A, Note 
the bulging anteromedial segment of left ventricle caused by reduced contractility (arrows). B, Eight 
minutes later, the anteromedial segment of left ventricle has returned to its normal contractility, and left 
ventricle at end-systole looks symmetrically contractile. 
severe stenosis of the proximal eft anterior descending 
coronary artery (LAD); all other coronary arteries were 
otherwise normal. Routine transesophageal chocardiog- 
raphy (TEE) was used for intraoperative monitoring. The 
left IMA was used to graft the LAD, and cardiopulmonary 
bypass was discontinued with no need for inotropic sup- 
port. TEE showed good contractility of all segments of the 
left ventricle. Ten minutes after decannulation and hepa- 
rin reversal, sudden reduced contractility was noted in the 
anterior wall of the left ventricle, associated with marked 
ST segment elevation on the electrocardiogram leads I 
and II. TEE also showed the depressed contractility of the 
anteromedial segment of the left ventricle (Fig. 1, A). A 
diagnosis of IMA hypoperfusion was made, and a bolus of 
enoximone (500 ~g/kg) was given intravenously over 2 to 
3 minutes. Within 10 to 15 minutes, the ST segment 
changes disappeared, and TEE showed return of the 
anteromedial segment of the left ventricle to its normal 
contractility (Fig. 1, B). The patient did not have any 
further intraoperative or postoperative problems, and 
postoperative electrocardiogram nd cardiac enzymes did 
not show any evidence of myocardial damage. 
This was a case of documented IMA hypoperfusion and 
its successful treatment with intravenous enoximone, with
rapid reversal of the myocardial ischemic changes. It 
supports our earlier conclusions regarding the b nefits of 
enoximone in treating IMA spasm. Although performing 
an additional vein graft might have been equally effective, 
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less aggressive measures may, in our opinion, hold the 
solution to this complication in many cases. We would 
therefore recommend the systemic use of enoximone to 
treat IMA hypoperfusion. 
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NARROWING OF THE AORTIC ANULUS IN VALVE-SPARING ANNULOAORTIC GRAFTING 
Kiyoyuki Eishi, MD, a Yoshitsugu Kitoh, MD, a Shinichi Takamoto, MD, a Sunao Watanabe, MD, b 
Yoshio Kosakai, MD, a Fumitaka Isobe, MD, a Kiyoharu Nakano, MD, a Yoshikado Sasako, MD, a 
Junjiro Kobayashi, MD, a and Yasunaru Kawashima, MD, a Osaka and Sapporo, Japan 
In patients with aneurysm of the ascending aorta asso- 
ciated with aortic regurgitation (AR), replacement of the 
vessel with a composite graft including a prosthetic valve 
has been widely performed. 1-3 Valve-sparing annuloaortic 
grafting for patients with annuloaortic ectasia 4 associated 
with AR was reported by David and Feindel » in 1992. 
Although this operation is an alternative for patients who 
have annuloaortic ectasia and AR with normal leaflets, 
postoperative alvular function is still a subject of contro- 
versy. 6 We treated a patient in whom the aortic anulus 
became narrower after valve-sparing annuloaortic graft- 
ing, resulting in aortic stenosis and residual AR. 
Case report. A 43-year-old woman had had severe 
chest pain on mild effort since May 1994, when she had 
given birth. The woman had no history of rheumatic fever, 
recent fever, or infection and no family history of 
Marfan's syndrome. She was small (142 cm in height, 46 
kg in body weight), and a physical examination showed no 
symptoms of Marfan's syndrome. Echocardiography re- 
vealed dilatation of the base of the ascending aorta (49 
mm) and grade 4/4 AR with mild prolapse of the right 
coronary cusp. Catheterization also showed dilatation 
of the ascending aorta, Sellers's grade III AR with a 
blood pressure of 175/75 mm Hg, and normal coronary 
arteries. 
Median sternotomy was carried out with the use of 
neuroleptanalgesia w th the patient in the supine position. 
Pump perfusion was initiated with cannulas in the ascend- 
ing aorta and both cavae. After crossclamping and inser- 
tion of a venting cannula into the right superior pulmo- 
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nary vein, a transverse aortic incision was made, which was 
then extended eep into the base of the noncoronary 
sinus. Cold St. Thomas' Hospital cardioplegic solution, 
700 ml, was given directly into both coronary orifices. The 
proximal ascending aorta was dissected circumferentially 
down to a level immediately below the lowest portion of 
the aortic valve. All three sinuses of Valsalva were excised, 
with 5 to 7 mm of the arterial wall left attached to the 
aortic valve and a small button of the arterial wall 
remaining around the left and right coronary arteries. 
Thirteen interrupted horizontal mattress utures of 4-0 
Prolene polypropylene (Ethicon, Inc., Somerville, N.J.) 
were passed from inside to outside the left ventricular 
outflow tract immediately below the aortic leaflets. The 
leaflet height was 14 mm, and a 24 mm Hemashield graft 
(Meadox Medicals, Inc., Oakland, N.J.) was selected (the 
expected iameter of the anulus was 19 mm, which was 
calculated as one third longer than the leaflet. » The 
patient's anulus was 24 mm. The previously placed hori- 
zontal mattress utures were then passed through the end 
of the graft. The aortic valve was placed inside the graft 
and all sutures were tied outside. The proximal end of the 
graft was sutured to surrounding tissue of the anulus with 
4-0 Prolene suture for hemostasis. The arterial wall above 
the eommissures was secured to the graft inside with 
pledget-supported 4-0 Prolene sutures. Next, starting at 
the lowest level of the right coronary cusp, a remnant of 
the arterial wall was sutured to the graft with a contin- 
uous 4-0 Prolene suture from inside and was continued 
to the left and the noncoronary cusp remnants. At this 
point, the anulus shrank to 15 mm because the sutures 
had been tied tightly around it, and additional plication 
of the right coronary cusp was required to relieve a 
severe prolapse. Competence of the aortic valve was 
checked by filling the graft with saline solution. The 
coaptation looked complete after the plication. The 
coronary arteries were reimplanted in the graft with a 
